MISSOURI DIVISION OF HEALTH — STANDARD CER'i'IFIEATE OF DEATH
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-

STAIE FILE NUMBER

==

=0

KO T2 1863

1.

PLACE OF DEATH

COUNTY

Taney

2. USUAL RESIDENCE (Whera deceased lived,
ssourl. couwvTaney

a. STATI

1f inslitution: Residence before

admission}

b. CITY |[If outside corporate limits, givea TOWNSHIP only)

OR
TOWN

Branson

Length of stay in 1b

12 days

c. CITY
OR
TOWN

Reeds Spring

Ingide Limits
Yes [T No ﬁ

c. FULL NAME OF {{f NOT in hospital, givae location)

Inside Limits

d. STREET

{If cutside, give location}

Reside on Farm

Vind &
220806

q . NAME Of DECEASED

(Type or print)
4

. SE 6. Wﬁi%ﬂ RACE
‘—;—:i—— Male e
—_— 10a. USUAL OCCUPATION (Give kind of work dona
& during most of working life, sven if retired)
TS N

HOSPITAL OR
INSTITUTION

ADDRESS

Yesfl Nof1
BOYD

Never Married []
Divorced [ F

Skaggs .Hosp. Highway 65 Yes OO NofA

4. D(.;\FTE Month Day
DEATH Nov.2 ’ 1963

a. DATE OF BIRTH 9. AGE (lasr birthday) | {F UNDER 1 YEAR

eb.7,1884 79 |[*8™] “28|

10b. KIND OF BUSINESS OR INDUSTRY| 11. BlRTHPI.ACE ((jty and state or country) 12, CITIZEN OF WHAT COUNTRY
“Daylats Vo Her|Taney County,Mo USA

13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Sarah Boyd none

16. SOCIAL SECURITY NO. | 17. Address

DATE AMENDED

Middle
(nmn)

7. Married
Widowe

First

L.FATE

Last Year

IF_ UNDER 24 HR
Hours Min.

o s L ¥ 1=y
13a. FATHER'S NAME .

John Bovyd

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

{Yes, nurlobunknnwn)l (If yes, givhwdrﬁredares of servi

18. CAUSE OF DEATH (Enfer only one ceuse per line
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

INFORMANT

Chester Boyd Reeds Spring,Mo

P /7 .

INTERVAL BETWEEN
SET AND DEATH

5 —

DOCUMENT

Conditiony, if any,
which gave rise to
abave cause [3),
slating the under-
lying  cause last. DUE TO (&)

PART 1l. OTHER SIGNIFICANT CONDITIGNS CONTRIBUTING TQ DEATH but not related to the terminal
disease condition given in PART 1 {a)

DUE TO (b)

PART LI, If deceased was female was
there & pregnancy in last 90 days.

] O Yes O Ne [ Unknown
20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART Il of item 18.)

. WAS AUTOPSY
PERFORMED?
YES [ No,g

- TIME OF
INJURY

20s. ACCIDENT SUICIDE  HOMICIDE
a a ]

Hou Month, Day, Year |
am.

p.m.

. INJURY QCCURRED

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

20e. PLACE OF INJURY {o.g., in or about home,
WHILE AT WORK ] farm, facrory, street, office bidg., efc.)
NOT WHILE AT WORK [] ., P,

21. | attended the deceased frumﬁ% IL Mg—g and last saw oo ahve on
Daath occurred at 9» %ﬂ on tha date :tarud above, and ta the best of my knowledae, from the causes stated.

20f. CITY, TOWN, OR LOCATION

”

USE BLACK INK

TYPEWRITER RIBEON

SHOULD READ

I 2l
23c. NAME DF CEMETERT OR CRE 23d. LOCATION(City, town, or county)

Walnut Sh

22, :gﬁg&vthﬁgm;flgm. Zib. BATE
peti
burial | VOV-5,1963

24. FUNERAL DIRECTOR ADDRESS

Welter Cobb Branson,Mo

BY AFFIDAVIT OF

ITEM NO.

25 DI;EEC Y LOCAL REG.

{Licensed Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

:a; I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba!m

or by Student Embalmer No.

working under my personal supervision.

Student Signed % M

Signature of Studont Embalmer
Licensed Embalmer No L/ 7 ‘;'/

P. O. Address M %

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure 1o comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sngn in his OWN. handwnhng

If this body is not embalmed, fact should be so stated above. .

EO

e T s ro.

~ [ - ~




